Introduction
People with a mental illness are significantly more likely to smoke tobacco and experience high levels of nicotine dependence than people without such an illness (Australian Institute of Health and Welfare [AIHW], 2011; de Leon & Diaz, 2005; Diaz, 2006) . Consequently, people with a mental illness have higher rates of smokingrelated morbidity and mortality (Kilbourne et al., 2009; Lawrence, Hancock, & Kisely, 2013) and have been identified as a priority group for the reduction of smok- (Prochaska, 2010; Stockings et al., 2014) . In Australia and elsewhere, guidelines recommend, and policies often require, specialist mental health services including public psychiatric inpatient facilities and community mental health services, to support smoking cessation for all patients who smoke and to provide smoke-free environments to address the needs of patients and staff (both smokers and non-smokers) (Government of South Australia, 2013; National Institute for Health and Care Excellence, 2013; NSW Ministry of Health, 2012) . Similarly, clinical practise guidelines for general practise (GP) services, the most frequently utilised health service for mental health problems in Australia (AIHW, 2014) , recommend the provision of smoking cessation care to all patients who are smokers (Raw, McNeill, & West, 1998; Royal Australian College of General Practitioners, 2004) . Non-government organisations (NGOs) also provide health and/or welfare support to people with a mental illness in the Australian context (National Health Workforce Planning and Research Collaboration, 2011), and have been suggested to be appropriate settings for the provision of smoking cessation care (Bonevski et al., 2011; Bryant, Bonevski, Paul, Hull, & O'Brien, 2012; NSW Ministry of Health, 2012) .
Despite commonly held misconceptions amongst mental health professionals that clients are not motivated, or willing to quit smoking, or that tobacco smoking may manage or reduce the symptoms of mental illness (Lawn, 2004; Price, Ambrosetti, Sidani, & Price, 2007; RCP&RCP, 2013; Wye et al., 2010b) , recent research has indicated otherwise (RCP&RCP, 2013; Stockings et al., 2013) . Further, recent research suggests that smokers with a mental illnesss would find it acceptable to be provided with smoking cessation care by the health and community services they currently utilise for mental health care (Bartlem et al., 2015; Ferron, Brunette, He, McHugo, & Drake, 2011; Stockings et al., 2013) . A survey of 558 clients of community mental health services in Australia for example, found the majority reported that it was acceptable to be provided smoking cessation care from such services in the form of assessment (96%), brief advice to quit (86%), and referral (89%) (Bartlem et al., 2015) .
A holistic care delivery approach that engages a variety of stakeholders, including family and friend networks in the care of clients has been suggested to be central to the provision of quality mental health care generally (Bickerton, Hossack, & Nair, 2007; National Mental Health Commission, 2014 ; Office of the Chief Psychiatrist, 2007) and smoking cessation care specifically (Steering Committee for the Review of Government Service Provision, 2013). This approach is in keeping with the central role that family carers (individuals who provide care and assistance without payment (NSW Department of Health, 2007) ) are considered to play in the lives of people with a mental illness (Wood et al., 2013) . A large proportion of people in developed countries have such a role (Collings, 2009; Sinha, 2013) , with approximately 9 million people in the United States caring for a person with a mental illness (AARP Public Policy Institute, 2015) . In Australia, 15% of the adult population (2.4 million people) are estimated to care for a person with a mental illness (Pirkis et al., 2010) .
Given family carers' acknowledged role in the provision of care and support to people with a mental illness (Bickerton et al., 2007; National Mental Health Commission, 2014 ; Office of the Chief Psychiatrist, 2007), including substantial interaction with health and community services, alignment between the care delivered by services and family carer expectations of care is likely to positively impact outcomes for people with a mental illness (NSW Government, 2014) . The delivery of smoking cessation care to people with a mental illness is consistently reported to be suboptimal in inpatient facilities (Prochaska, Gill, & Hall, 2004; Stockings et al., 2015; Wye et al., 2010a) , community mental health services (Bartlem et al., 2014; Greening, 2005) , and by GPs (Lord, Malone, & Mitchell, 2010; McKay-Brown et al., 2008) . For example, a survey of 97 smokers in an Australian inpatient psychiatric facility with a smoke-free policy identified that only 36.1% received brief advice to quit smoking and just 19.8% received brief advice and optimal nicotine replacement therapy .
To date, only two studies have explored family carer perspectives of smoking cessation care in mental health services. A small qualitative study of six family member perspectives' in New Zealand identified several key limitations in the delivery of smoking cessation care, including a lack of consistency of implementation; family inclusion; and information regarding the harms of tobacco and benefits of available cessation treatments, and impact of cessation on client mental distress (Missen, Brannelly, & Newton-Howes, 2013) . In addition, an Australian qualitative study of 12 family carers described that family carers reported suboptimal smoking cessation care from mental health services for smokers with a mental illness for whom they provided care (Lawn, McNaughton, & Fuller, 2015) . Given this limited evidence base, an exploratory study was conducted to: 1) Explore family carer: understanding of the relationships between smoking and mental health; views of smoking bans in specialist mental health treatment settings; and expectations of smoking cessation care provision across four types of health and community service settings. 2) Investigate the association between (i) sociodemographic characteristics of the carer and person with a mental illness, (ii) clinical and smoking characteristics of the person with a mental illness, and (iii) family carer perceptions of the relationship between smoking and mental health, and of smoking bans, and family carer expectations of smoking cessation care provision by four types of service settings.
Methods

Design and Setting
A cross sectional study was undertaken in one nonmetropolitan region in New South Wales (NSW), Australia, July to November 2013. 
Participants and Recruitment
Potential participants were sourced through members of a state-level non-government carer support organisation that provides support services, advocacy, training, and education to carers of people with a mental illness. The organisation had operated across the study region for approximately 10 years, in partnership with local mental health services, providing individual and group support (Schizophrenia Fellowship of NSW Inc., 2008) . Any member of the public who was a carer of a person with a mental illness was able to join the organisation without cost as a source of support for their role as a carer. Eligibility criteria for inclusion in the study included being 18 years or older and identifying themselves as a family carer for someone with any mental illness who was also over 18 years.
Potential participants throughout the Hunter New England Local Health District were identified by the carer organisation based on members' previously recorded interest in participating in research. The carer organisation posted an invitation to participate in the study, information statement, survey instrument, and reply-paid envelope to all such listed members (n = 327). Additional participants (n = 56) were approached by members of the research team through attendance at carer support group meetings.
Data Collection Procedures
Participants could complete the questionnaire online or as a paper copy. On average, the survey took 28 minutes to complete.
Measures
All socio-demographic, clinical, and smoking characteristic items were adapted from previous research (Bartlem et al., 2015) . Items detailing the perceived mental health effects of smoking, attitudes to smoking bans in specialist mental health services, and expectations of smoking cessation care provision were developed for the current study.
Socio-demographic, clinical, and smoking characteristics: Six items addressed the age, gender, employment, marital status, highest level of education achieved, and Aboriginal and/or Torres Strait Islander status of both the family carer and the person with a mental illness. Participants were also asked their postcode of residence.
Participants reported: the primary psychiatric diagnosis for the person that they cared for (schizophrenia, depression, anxiety disorder, panic disorder, bipolar disorder, post-traumatic stress disorder, eating disorder, personality disorder, dementia, unsure, other); for how many years they had been in a caring role with this person (years: less than one, 1 to 2, 3 to 10, 11 to 20, more than 20); if they lived in the same residence as the person they cared for (yes, no, sometimes); and what their relationship was to that person (parent, partner, child, sibling, neighbour, friend, other).
Participants were asked whether they smoked any tobacco products, and whether the person they cared for smoked any such products (yes -daily, yes -at least once a week, yes -less than once a week, no -quit within the last four months, no -quit longer than four months ago, no -never smoked).
Perceived mental health effects of smoking: All participants were asked to respond to two items: 'To what extent do you think quitting smoking can have a positive impact on mental health?' and 'To what extent do you think smoking can have a negative impact on mental health?' (not at all, a little, moderately, very, unsure).
Attitudes to smoking bans in specialist mental health services: For both mental health hospitals and community mental health services, participants were asked to indicate their agreement or otherwise with the statement: 'total smoking bans in such services are a good thing' (five-point Likert-type scale, strongly agree to strongly disagree). Participants were informed that currently total smoking bans exist in all health care facilities including mental health facilities.
Expectations of smoking cessation care provision: Participants were asked one item for each of the services studied, if they thought mental health hospitals, community mental health services, GPs, and NGOs should provide smoking cessation care for people with a mental illness (yes, no, unsure) . Participants were asked to complete the item considering people with a mental illness generally, without regard to the use or otherwise of that service by the particular person they cared for.
Data Analysis
SPSS version 19 (IBM, 2013) was used to analyse the data. Participant postcode was used to determine the geographic remoteness and socio-economic index of disadvantage of the area in which they resided (Australian Bureau of Statistics, 2011; Department of Health and Aged Care, 2001) . Response categories for socio-demographic, clinical, and smoking characteristics were collapsed to two or three categories as shown in Table 1 . Items regarding expectations of smoking cessation care provision by the four health and community service settings were condensed to two categories (yes, no, or unsure) .
Descriptive statistics were used to summarise sociodemographic characteristics, smoking status, and perceived effect of smoking on health, attitudes to smoking bans, and participants' expectations of smoking cessation care provision. Chi-square analyses were used to examine possible bivariate associations between all socio-demographic and participant attitudinal variables with participant expectations of smoking cessation care provision in each of the four service settings. Variables associated at p < 0.25 were subsequently entered into backward stepwise logistic regression models to examine the independent association (p < 0.05) of socio-demographic and attitudinal variables with expectation of smoking cessation care provision in each of the four service settings, and in all four settings combined (five models total). Hosmer and Lemeshow (2000) recommend the use of this p-value (p < 0.25) as variables which may be of clinical relevance can be discounted using the more traditional levels of p < 0.05.
The provision of smoking cessation care and the enforcement of smoke free environments within service settings have been implemented to reduce non-smokers' exposure to environmental tobacco smoke and remove the cues to smoke for non-smokers and former smokers, thus reducing the potential for uptake and relapse (Etter, Khan & Etter, 2008) . As the implementation of these measures therefore potentially effects all clients, the responses of all carers -regardless of the smoking status of the person they cared for -were included in all analyses in the present study.
Results
Sample Characteristics
Of 383 people invited to participate, 144 accepted (37.6%). For most of the invitations (227), the invitee failed to respond to the invitation, and 12 were found to be ineligible after making contact with the research team (with two carers caring for a person under the age of 18, and 10 carers no longer in a caring role for a person with a mental illness). A total of 46 participants completed the survey in a carer support group, 97 participants completed the posted survey, and one participant completed the survey online. Participants who completed the survey in a support group were more likely to be 75 years or older (21.7% vs. 7.1%, p = 0.005) and to live in a major city (57.8% vs. 18.6%, p < 0.001) than participants who completed the survey by post. Characteristics of the participant and the person they cared for are presented in Table 1 .
Smoking Status and Perceived Health Effects of Smoking
The majority (68.8%) of people being cared for were reported by participants to be smokers; and 11.8% of participants identified themselves as smokers. Irrespective of smoking status, 59.0% of participants thought smoking had a very negative impact on mental health, and 61.9% thought quitting smoking would have a very positive impact on mental health (Table 2 ).
Attitudes to Smoking Bans
Half of participants agreed or strongly agreed that total smoking bans within mental health hospitals were 'a good thing' (50.8%), whilst almost two-thirds agreed/strongly agreed with this statement for community mental health services (65.0%) ( Table 2) .
Expectations of Smoking Cessation Care Provision
A majority of participants considered that mental health hospitals, community mental health services, GPs, and NGOs should provide smoking cessation care to people with a mental illness (71.4%, 78.0%, 82.7%, and 56.6%, respectively). One-half of participants expected all four service settings to provide smoking cessation care to persons with a mental illness (50.4%), with only 3.9% responding that none of the four service settings should provide such care.
Associations Between Socio-Demographic and Attitudinal Variables, with Expectations of Smoking Cessation Care Provision
Factors associated at p < 0.25 that were entered into the logistic regressions are presented in Table 4 in the appendix. Participants holding the view that 'quitting smoking would have a very positive impact on mental health' had three-fold greater odds of expecting smoking cessation care to be provided in mental health hospitals [Odds Ratio (OR): 3.43] and community mental health services (OR: 3.50) (Table 3) . Similarly, participants holding this view were more than twice as likely to expect smoking cessation care to be provided by NGOs (OR: 2.34), and in each of the four service settings (OR: 2.14). The lowest tertile in the socio-economic index of disadvantage was associated with an increased expectation of care provision in community mental health services (OR: 3.61) compared to the middle/highest tertile. Conversely, participants who resided with the person with a mental illness were less likely to expect smoking cessation care provision in mental health hospitals (OR: 0.39), community mental health services (OR: 0.29), and NGOs (OR: 0.41). Younger participant age (18-54) was associated with a decreased expectation of care in mental health hospitals (OR: 0.13). Lower participant education (where participants had completed 4 years of high school compared to participants who had completed the High School Certificate or higher education) was associated with a decreased expectation of care in community mental health services (OR: 0.23), and with a decreased expectation of care from GPs (OR: 0.15). Where the person with a mental illness being cared for was female, there was a decreased expectation of smoking cessation care from NGOs (OR: 0.41).
Discussion
Few studies have explored the views of family carers regarding the provision of smoking cessation care by health and community service settings to people with a mental illness, and this exploratory study is the first to do so quantitatively. The study identified that a large majority (61.9%) of family carers believed that quitting smoking would have a positive impact on mental health, and the majority of carers expected health and community services to provide smoking cessation care (56.6%-82.7%, by setting); perceptions which may enhance receptivity to strategies to encourage smoking cessation by those they care for.
Half of the participants supported total smoking bans within specialist mental health settings, with approximately one-fifth 'unsure' about their benefits. Family carer support for total smoking bans is comparable to the level of support reported by mental health inpatient staff (54%) and inpatients (46%) in previous Australian research Wye et al., 2010) ; and consistent with carers previously identifying the appropriate opportunity to support smoking cessation amongst people with a mental illness that smoke-free policies within mental health services represent (Lawn et al., 2015; Missen et al., 2013) . The sizeable proportion of participants that were 'unsure' of the benefits of smoking bans may have been influenced by a lack of knowledge or awareness of smoking bans and their implementation, as has been found in research conducted amongst mental health professionals (Lawn & Campion, 2013; Lawn, 2004; Wye et al., 2010) . Such findings emphasise the need to better consult with, inform, and educate family carers regarding the rationale for, and implementation of smoking bans; a desire expressed by family carers (Missen et al., 2013) . In addition, these findings may be influenced by the inconsistent implementation of smoke-free policies within mental health settings (Missen et al., 2013; RCP&RCP, 2013; Wye et al., 2010a; Wye et al., 2014) , reducing the likelihood of intended benefits being achieved and hence experienced by carers.
The high prevalence of participant expectation that smoking cessation care should be provided across all of the settings investigated aligns with previous research conducted with family carers which identified an expectation that the smoking behaviours of the person with a mental illness should be addressed in mental and general health services they attended (Lawn et al., 2015; Missen et al., 2013) . Similarly, previous studies of support by clinical staff for the provision of smoking cessation care in inpatient and community mental health services (Robson, Haddad, Gray, & Gournay, 2013; Wye et al., 2010b) , GPs (Holmberg et al., 2014) , and NGOs (Bryant et al., 2012) . A lesser proportion of participants expected smoking cessation care to be provided by NGOs, a finding that may reflect such services not having a direct focus on the provision of health-related care (Housego & O'Brien, 2012) .
When compared to the findings of studies of actual smoking cessation care provision, the current findings suggest a lack of alignment between the expectations of family carers -key stakeholders in the design and provision of mental health services (NSW Government, 2014; Office of the Chief Psychiatrist, 2007) -and the delivery of smoking cessation care. Despite the existence of guidelines, the literature indicates that smoking cessation care is not routinely provided to smokers with a mental illness in inpatient (Prochaska et al., 2004; Wye et al., 2010a) or community (Anderson et al., 2013; Bartlem et al., 2015; Bartlem et al., 2014) mental health services and smoking cessation supports such as Quitline referral and nicotine replacement therapy are not routinely provided (Anderson et al., 2013; Bartlem et al., 2015; Bartlem et al., 2014) . In GP, suboptimal smoking cessation care has been reported to be provided to both general and mental health patients (Holmberg et al., 2014; Lord et al., 2010; McKayBrown et al., 2008) .
A perception that smoking cessation could positively impact on mental health was the factor most consistently and strongly associated with the expectation of care being provided. Given that evidence of the benefits for mental health of quitting smoking is continuing to accrue (Lancet Editorial, 2013; RCP&RCP, 2013; Taylor et al., 2014) , further research is required to determine if dissemination of such information by health and community services to family carers may enhance their understanding of the need for smoking cessation care provision and related smoking bans.
Residing with the person they cared for was associated with lower family carer expectation of smoking cessation care being provided in three of the service settings studied. It may be that cohabiting family carers perceive less of a need for health and community services to provide such care, given their significant role in providing care generally. Previous research has suggested that cohabitating carers may decline the offer of various forms of care due to a perception that this may negatively impact on their being the primary caregiver (Harris, Diminic, Marshall, Stockings, & Degenhardt, 2015; Malcolm, Rowlands, & Inch, 1998) . This remains speculative and other possibilities could have led to this result. It may also be, as described in Lawn et al. (2015) , that cohabiting carers perceived the supply, distribution, and regulation of tobacco to the person they cared for as a part of their caring role despite the knowledge of the physical health risks associated with smoking. Carers may perceive a greater importance in monitoring a consistent tobacco consumption or encouraging a decrease in consumption as opposed to encouraging cessation (Lawn et al., 2015) . Further research is required to gain a better understanding of this association. The findings of differences in associations across the service settings could also be further examined in future research with a larger and more generalisable sample.
Given the exploratory nature of the study, a number of study limitations need to be considered when interpreting its findings. First, the study sample involved family carers who were volunteer members of a carer support organisation within one local health district in NSW, Australia. The extent to which the participants' expectations and experiences are representative of all family carers is unknown. A broader study involving non self-selected carers across a broader geographic region would be of benefit. Second, the low study response rate suggests caution in interpreting the findings as they may not be representative of the family carer population from which they were recruited. Despite this, the demographic characteristics of the participants were largely consistent with the characteristics of carers in Australia (NSW Department of Health, 2007) . Third, the study used carer reported smoking status of the person they care for as a measure of smoking status. The accuracy of such a measure is unknown; however, proxy measures of smoking behaviour generally have been found to be accurate (Amos, Hastings, Angus, Bostock, & Fidler, 2009; Florescu et al., 2009) . Fourth, the current study employed a 'general' focus of the items regarding expectations of smoking cessation care provision, regardless of service usage by the person being cared for; future research could explore potential differences between expectations focussing on service usage of the person with a mental illness. Finally, the survey explored carers' perceptions of the effects of smoking on the mental health of the person they cared for but did not explore the perceived physical health effects. Further research could explore the extent to which carers perceive a negative physical health effect of smoking; however, the limited research to date does suggest that carers are aware of the negative physical health consequences (Lawn, McNaughton, & Fuller, 2015) , as might be expected given the high levels of such awareness within the community generally (Mulshine & Healton, 2014) .
This study has highlighted the need to better understand the potential benefits of stronger engagement with and education of carers of people with a mental illness regarding the provision of smoking cessation care by health care services. Further research is required to confirm these findings and to explore how family carers may play a role in enhancing the effectiveness of smoking cessation care provided by health and community services.
